Follow up after initial screening should also have been determined on the basis of ethnic origin and closeness of contact. However, we found that ethnic origin was not routinely recorded and contacts were not clearly classified as close or casual (apart from name and address).
The British Thoracic Society continues to recommend follow up of close contacts (those unvaccinated with Heaf grade 2 and all with Heaf grade 3-4) for up to two years.2 In our study all five asymptomatic contacts with tuberculosis had it diagnosed on initial screening, at which time the decision to give chemoprophylaxis to another four contacts was made. In the light of these results and similar low yields from other contact studies35 prolonged follow up seems to be unnecessary in districts like South Glamorgan with small immigrant populations.
The 1978,' 1983,6 and 19902 British Thoracic Society guidelines recommend screening casual contacts only if the index patient is highly infectious, yet the term is undefined. If "highly infectious index case" were to be defined as an index patient who had at least one close contact with tuberculosis diagnosed then the casual contacts of 94% of index patients need not have been screened. This would have meant 253 fewer contacts being screened, resulting in 184 fewer Heaf tests and 151 fewer chest radiographs. This would have saved the health authority £6000-£8000 in direct costs alone (Heaf tests and radiographs). Time and effort spent on tracing contacts would have been cut, together with the administrative work of maintaining records, filing results, and sending clinic appointments. Over 300 clinic attendances could have been avoided, thus reducing the contact clinic schedule by around 15 sessions and allowing redeployment of the contact team to other community health service activities. IMPROVING PERFORMANCE We recommend that to improve the efficiency of tuberculosis contact tracing the notification form should specify the smear test result and ethnic origin of the index patient. Classification of contacts into close or casual should be clearly recorded by the contact team. Screening can then be cost effectively focused on those at greatest risk of developing tuberculosis.
In the light of the results of this study changes incorporating the above recommendations have been made in the contact tracing procedure in South Glamorgan. A further retrospective study is planned in two years time to evaluate ihese changes in practice and thus complete the audit feedback loop. We assumed that patients with diabetes requiring insulin used one syringe and a needle for one week (though some used them much longer) and used spirit and a swab before each injection (though not all did so); that patients requiring insulin monitored their urine for glucose once a day and patients not requiring diabetes. Most patients have no means of assessing control apart from the presence or absence of symptoms. Home monitoring of blood glucose concentrations is economically impracticable for most patients, but easier access to urine dipsticks would probably increase patients' interest and motivation in improved control and would not add greatly to total direct costs.
The need for inpatient admission should also be considered carefully, especially for newly presenting patients. Wherever possible admission is best avoided if the patient and family are able to receive initial daily outpatient education and supervision. 5 Patients should be admitted only if they require nursing care or circumstances do not permit easy attendance at outpatient clinics. Admission rates for diabetic patients in Tanzania are six times higher than in the general population. 16 When patients are admitted careful consideration should be given to the need for investigations. Testing urine four times or more daily for example, may be unnecessary if blood glucose concentrations are also being measured. Consideration should also be given to the period of admission since patients are often kept in the wards until most urine results are glucose free.
The small proportion of direct costs due to nurses' and doctors' services reflects the low rates of pay of medical staffin most sub-Saharan countries. A lecturer in medicine, for example, is paid $60 monthly. The reasons for such low rate of remuneration are understood, but attention must also be paid to this problem since the motivation and interest of those caring for patients can have a significant impact on the quality of care.
